Introduction
Malnutrition is common in the hospitalized paediatric population (Joosten and Hulst, 2008) . Across Europe the documented prevalence varies according to the cut-offs used to define malnutrition. It is, however, thought that diseaseassociated malnutrition affects about 15-30% of hospitalized children (Joosten and Hulst, 2008; Pawellek et al., 2008) . Nutrient requirements per kg body weight are significantly higher in growing children than in adults, whereas body stores are lower (Agostoni et al., 2005) . This makes the young child more vulnerable to the effects of malnutrition, hence the requirement for early recognition and appropriate treatment (Agostoni et al., 2005) . Over the last few years, a significant body of evidence has emerged looking at the efficacy of nutritional screening in the paediatric population. Similarly, advances have also been made in the management of faltering growth and the development of guidelines to aid healthcare professionals in this regard.
Nutritional screening
In adult clinical practice, there are several widely used nutritional risk-screening tools, such as the Malnutrition Universal Screening Tool and Simplified Nutritional Appetite Questionnaire) (Kruizenga et al., 2005) . Interestingly, in children, who may be considered even more vulnerable, no nutritional risk tool has yet been developed and accepted across Europe. This is currently being reviewed by the European Society of Paediatric Gastroenterology, Hepatology and Nutrition.
Ideally, for hospital-acquired malnutrition with its complications, the risk of nutritional depletion needs to be identified at the time of hospital admission to enable appropriate nutritional interventions at an early stage. Currently, there is no consensus on the ideal method for the screening and assessment of nutritional risk in children admitted to hospital. Furthermore, there is a lot of confusion between the risk of becoming malnourished and current nutritional status; therefore, these are commonly combined. Four groups have made an attempt (Hulst et al., 2009 ) to develop a risk-screening tool. Sermet-Gaudelus et al. (2000) and Secker and Jeejeebhoy (2007) developed simple tools, the pediatric nutritional risk score and the subjective global nutritional assessment, respectively. These identify children at risk of malnutrition during hospitalization. However, these tools are often considered rather complicated and time-consuming. Recently, McCarthy et al. (2008) developed the STAMP tool, which is a combination of measurements of weight and height, with two additional questions on disease risk and intake. In 2006 the group of Joosten developed a risk-screening tool called STRONGkids (Tables 1-3 ). This tool is a simple method of assessing the nutritional risk. It consists of four key items: risk of disease, intake, weight loss and subjective global assessment, each allocated a score of 1-2 points, with a maximum total score of 5 points. The four questions in this tool can be completed on admission and by just one assessor, making it extremely practical and simple. With this tool, the risk is immediately calculated. The tool was tested in 2007 during 3 consecutive days in 424 children admitted to 44 hospitals in the Netherlands. In 98% of the children the tool was successfully applied. Using this tool, a significant relationship was found between having a 'high risk' score, a negative standard deviation score in weight-for-height and a prolonged hospital stay.
In conclusion, screening of malnutrition is important for early identification of children at risk of poor nutritional status. In paediatrics, unlike adults, a nutritional riskscreening tool has not yet been universally accepted. The reasons for this are multifactorial, but may be related to the simplicity of the method. Many experts have attempted to develop such a tool, but some tools have failed due to their complexity or inability to detect those at risk. The STRONGkids tool was developed as a simple nutritional risk-screening method and has been shown to work in practice (Hulst et al., 2009) . It helps to raise the clinician's awareness of the importance of nutritional status in children. It directs the clinician to consider important issues including clinical appearance, high-risk diseases, nutritional losses, inadequate intake and weight evolution, and to ensure that early interventions are considered.
Guidelines for the nutritional management of faltering growth
For both children who are at risk of developing malnutrition and for those identified as being malnourished or having faltering growth, nutritional treatment should commence in order to achieve better outcomes. This includes short-term outcomes such as shorter hospital stay and less infectious complications, as well as long-term benefits such as better growth and development (Secker and Jeejeebhoy, 2007; Joosten and Hulst, 2008; Hulst et al., 2009) . The nutritional management of faltering growth depends on the severity (that is, wasted only or wasted and stunted) and the cause of malnutrition (that is, organic or non-organic; Shaw and Lawson, 2007) . Several guidelines have been published to assist the clinician in making the correct decision, from oral nutritional support to tube feeding and lastly to parenteral nutrition (ASPEN Board of Directors and The Clinical Guidelines Task Force, 2002; Koletzko et al., 2005) . The decision with regard to the optimal route of feeding is related to the child's ability to achieve the energy requirement and demonstrate weight gain. If a child does not achieve nutritional requirements orally (via oral supplements), then enteral feeding must be considered and in cases where enteral feeding does not meet the requirements due to increased requirements, increased losses and/or poortolerance parenteral nutrition may be indicated. This process should be managed by a nutritional care team (Kruizenga et al., 2005) .
There seems to be paucity in guidelines on dietary management for children with faltering growth requiring oral support. Although disease-specific guidelines exist on nutrient requirements, no universally accepted guidelines exist for children with non-organic faltering growth, which is more commonly seen. The most common consensus guidelines used in the United Kingdom have been produced by the Great Ormond Street Hospital (Great Ormond Street Hospital for Children NHS Trust, 2009). These provide guidance on energy and protein requirements in both health and disease, highlighting the importance of an optimal protein:energy ratio. Following the recent WHO guidelines for catch-up growth (Table 4) , the focus of dietary management during faltering growth has changed from supplementing only with energy to optimizing catch-up by providing adequate energy and protein (WHO/FAO/UNU expert consultation, 2007). These guidelines suggest that 8.9-11.5% of energy should be supplied as protein, to provide optimal catch-up growth of lean and fat mass (from 10 g/kg/day ¼ 8.9 PE% to 20 g/kg/day ¼ 11.5 PE%; 73:27 lean:fat mass). The importance of a correct protein:energy ratio has also (1) Subjective clinical assessment (1 point) Is the patient in a poor nutritional status judged by subjective clinical assessment (diminished subcutaneous fat and/or muscle mass and/or hollow face)?
(2) High-risk disease (2 points) Is there an underlying illness with a risk of malnutrition or expected major surgery?
(3) Nutritional intake and losses (1 point) Are there any of the following items present? Excessive diarrhoea (X5 per day) and/or vomiting (43 times/day) the last few days? Reduced food intake during the last few days before admission (not including fasting for an elective procedure or surgery)? Pre-existing dietetically advised nutritional intervention? Inability to consume adequate intake because of pain?
(4) Weight loss or poor weight gain? (1 point) Is there weight loss or no weight gain (infants o1 year) during the last few weeks/months? been highlighted by several recent studies investigating optimal oral/enteral feeds for catch-up growth (Clarke et al., 2007) .
It is important to note that the WHO guidelines on catch-up growth do not replace the disease-specific energy and protein requirements that have been published (that is, cardiac conditions, cystic fibrosis and renal failure; Mitchell et al., 1994; Shaw and Lawson, 2007; Trabulsi et al., 2007) . It is, however, a useful guide for considering optimal protein:energy ratios in malnourished children and for those conditions where, until now, little was known about the actual requirements, especially protein.
Once energy and protein requirements have been established, it is often the presumption that requirements are automatically and easily met, with nutritional support. However, this is rarely the case. Problems with delivery of nutrients, the child's taste preferences and intolerance to oral/tube feeds are often described. It is therefore important to ensure that the requirements set are practically achievable for the parent/child, that the supplement is accepted by the child and, most importantly, that parents are empowered to assist in improving the nutritional intake.
In conclusion, nutritional management of organic and non-organic faltering growth is essential to reduce the short-and long-term impact of malnutrition. Guidelines have been published to assist in this regard and optimize the catch-up weight gain. It is, however, important to ensure that the nutritional management plan is achievable and is regularly monitored to adjust for the child's specific nutritional requirements. 
